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a valuable opportunity to discuss and propose a log-
ical diagnostic imaging and management algorithm.
The discussion of the radiology in the context of
trauma imaging is both inaccurate and anachronistic
and will mislead every trainee surgeon and medical
student who hopes for enlightenment by reading the
article. The chest radiograph is no longer the first
line screening tool in a modern trauma centre.
Patients with a history suggesting trauma sufficient
to cause aortic injury need a multislice CT scan
(MSCT).2,3 MSCT is far superior to angiography in
demonstrating aortic injury, but needs to be inter-
preted by someone who knows what they are looking
at. With this proviso if it is considered normal then
normal it is. It will detect subtle aortic injury which
is not demonstrable on the chest radiograph and
may be occult even on high quality angiography. CT
will also give information regarding other soft tissue
and bony injuries which might take precedence in
the patient’s management.
Two further issues require clarification: Firstly cut
film angiography is obsolete and has been entirely
replaced by digital angiography which may be viewed
either subtracted or as native images. Secondly non-
ionic contrast agents have beenused almost exclusively
for angiography and CT scanning for many years. The
volume of contrast required is approximately the
same for CT and angiography. If there is an issue
regarding renal function mannitol is of no value but
there is level 1 evidence that isosmolar non-ionic
contrast agents such as Iodixanol are safer.
The most important complications of endovascular
repair are spinal cord ischaemia and iliac rupture, the
former being uncommon as usually only a short
segment of the aorta around the isthmus is involved.
In the context of TAI discussion of endoleaks is
irrelevant. The injury is a focal false aneurysm and
is invariably treated with a single stent graft hence
avoiding Type III endoleaks. As there are no branch
vessels Type II endoleak cannot occur. Finally al-
though the durability of a stent-graft is unknown in
young patients this hardly applies to the elderly.
Given the reduction in mortality afforded by stent-
grafting this should be considered the first option
rather than open surgery. If necessary surgical revi-
sion can be undertaken in the future when the patient
is stable.
The authors present a confusing message regarding
the management strategy leaving the reader unclear
as to whether TAI should be treated as an emergency
or can be treated electively if at all. This should be
clarified according to the site and nature of the TAI
and the presence or absence of other significant or
life threatening injuries. The acute management
pathway for these patients is of key importance in
terms of preventing death from aortic rupture or
from other injuries and also in the prevention of
long term sequelae. If the TAI is the most severe injury
this takes precedence. If the TAI is not immediately life
threatening then other injuries may be attended to first.
Haemodynamically stable patients with non-life threat-
ening injuries are less likely to rupture but are at risk of
developing late complications such as true or false
aneurysms or dissection. To prevent this such injuries
may be treated semi urgently. When the injury is in
the typical site at the aortic isthmus then stent grafting
should be considered.
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Common Peroneal Nerve Injury during
Varicose Vein Surgery
Dear Editor,
Giannas et al. suggest that most common peroneal
nerve (CPN) injuries following varicose vein sur-
gery result from stab avulsion injuries.1 We have
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The Prevalence, Physical Characteristics and
Diagnosis of Nutcracker Syndrome
Dear Editor,
We read with interest an article on ‘‘Current Trends in
the Diagnosis and Management of Renal Nutcracker
Syndrome: A Review’’ by Ahmed et al.1 They reported
that nutcracker syndrome is not very common and
few patients have presented in adolescents. Although
the prevalence of this syndrome is unknown, Okada
et al. reported that nutcracker syndrome might be
one of the important causes of gross or microscopic
haematuria with a relatively high prevalence in chil-
dren according to their sonographic criteria,2 suggest-
ing this syndrome might had been underestimated in
the past.
They also described that many sufferers are of
above average height and tend to have an asthenic
built. Although anthropometric analyses have not
been performed in patients with nutcracker syndrome,
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335Correspondencejust reviewed 200 consecutive medicolegal claims,
during the period 1990 to 2002, following the
treatment of varicose veins in the UK.2 Sixty two
claims (31%) related to nerve damage (Table 1),
18 (9%) of which were due to a CPN injury. Six
of these occurred during surgery for recurrent var-
icose veins.
Although the CPN certainly is at risk in the popli-
teal fossa and also around the neck of the fibula dur-
ing avulsions, in the 18 cases that we have reported,
17 followed saphenopopliteal ligation. Only one claim
resulted from a ministab avulsion injury. One of the
claims that has been settled was due to the short
saphenous vein (SSV) being stripped from the ankle
and cutting down onto the stripper in the popliteal
fossa. Another claim involved both the popliteal
vein and CPN being injured during the same
procedure!
Eleven of the 18 claims of CPN damage resulted
from surgery performed by a Consultant, 4 of these
were Consultant Vascular Surgeons. A survey of the
management of the SSV by members of the Vascular
Surgical Society of Great Britain and Ireland revealed
considerable variation amongst the members of the
Society, in how they investigate and manage short sa-
phenous varicose veins.3 Only 54% of members of the
Society routinely have the saphenopopliteal junction
marked by duplex prior to surgery and 14.5% of
them routinely stripped the SSV. Lucertini et al. re-
ported their experience of CPN injury following SSV
surgery to be 2%.4
Settlement amounts paid out following a CPN in-
jury, that have been disclosed, range from £14,000 to
£112,000.2 However, this does not include the legal
costs. Where there is a delay in diagnosis and referral
to a specialist following a CPN injury the outcome is
poor. Special damages for a claimant left with a foot
drop can be considerable.
Giannas et al. are correct that a poor understanding
of anatomy results in damage to the CPN, but the
majority of these injuries, that have proceeded to
a medicolegal claim, have occur during saphenopopli-
teal ligation.
Table 1. Operating Surgeon
CV CG Registrar Other SHO Total
Nerve Damage:
Saphenous n 0 5 3 0 0 8
Sural n 0 7 8 0 0 15
Com. Peroneal n 4 7 6 0 1 18
Cutaneous n 2 9 8 1 1 21
CV ¼ Consultant Vascular Surgeon, CG ¼ Consultant General
Surgeon (Adapted from Clinical Risk 2005;11(6):225e230).J.R.H. Scurr1 and J.H. Scurr2*
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